high as in the native white English population and up to 18 times as high in second-generation Afro-Caribbean. A recent study by Selten & Sijben (1994) from the Netherlands has also reported increased rates of schizophrenia for Afro-Caribbean immigrants from the Netherlands Antilles to that country.
If immigration and the consequences thereof are responsible for the raised rates of schizophrenia in Afro-Caribbeans in the UK, this would hinge on whether the incidence of schizophrenia in natives of the Caribbean is similar to that in the natives of the UK. Hickling (1991) and others have reported that the rates in Jamaica are similar to those reported in the UK, but these rates were based on first admissions and personal diagnoses without recourse to standardised criteria. Our present purpose was to conduct a prospective first appearance study of schizophrenia in Jamaica for the period January to December 1992 using the standardised PSE diagnostic instrument devised by
Wing et a! (1974).

Method
Jamaica is an island in the Caribbean 4400square miles in area, with a population of just under 2.5 miffion (Statistical Institute of Jamaica, 1993 
Results
Establishment of cases
In the year 1992, 516 patients were referred from all parishes. Of these, 104were excluded at the first stage of evaluation because they had been seen before 1992. PSE evaluations were carried out on the remaining 412. Ten additional patients were reported seenby private psychiatrists intheperiod, butwere not sent for the PSE, and were therefore excluded from the study. Seventy per cent of the patients examined were evaluated within the first month of presentation, 22% were seen within the first 6 weeks of presentation, and 7010were seen after the first 6 weeks of presentation; 98% were of primarily African extraction.
Incidence rates
Of the 412 patients for whom PSE evaluations were completed, 285 had a â€˜¿ restrictive' S + diagnosis of schizophrenia. Another 35 patients received a â€˜¿ broad' definition of schizophrenia CATEGO S?, P & 0, six patients had a CATEGO diagnosis of D + (Psychotic Depression -ICDâ€"296.2),and nine a CATEGO diagnosis of M + (Mania â€"¿ ICDâ€"296.0). The remainder were excluded because they had organic psychoses or had been seen before 1992. For purposes of comparison with other studies, three patients over the age of 55 were excluded from the study, leaving a group of 317 patients with a â€˜¿ broad'
CATEGO schizophrenia diagnosis.
Based on the population of Jamaicaof 2.46 million for that year(StatisticalInstituteof Jamaica, 1993)the incidence rate for a â€˜¿ broad' definition of schizophrenia is 1.29 per 10000, and for the â€˜¿ restrictive' definition is 1.16 per 10000. Using age-corrected population statistics (1.35 million adults between ages 15and 54) the rate for â€˜¿ broad' schizophrenia is 2.36 per 10 000, and for the â€˜¿ restrictive' group 2.09 per 10000.
Of the 285 patients with â€˜¿ restrictive' schizophrenia, 191 (67%) were men and 94(33%) women. Table 1 presents the age-and sex-specific incidence rates for the â€˜¿ restrictive' diagnosis sample. There is a marked over-representation of schizophrenia in men aged between 20 and 29 (P<0.000001).
Discussion
The restrictive schizophrenia incidence rate for the black population in Jamaica-predominantly of African origin-of 1.16 per 10000 found in this study is just slightly lower than the rate of 1.4 per 10 000 for the general white population in Nottingham, England (Harrison et a!, 1988) , and within the worldwide range indicated by the WHO International Schizophrenia Study (Sartorius et a!, 1986 ). This incidence rate for Afro-Jamaicans in Jamaica does not compare even remotely to the incidence rates of schizophrenia for first and second-generation Afro Caribbeans in Nottingham (predominantly of Jamaican origin) of 13.5 and 36.4 per 10 000 respectively,reportedby Harrisonand his colleagues. Methodological factors are often the major source of errorin epidemiologicalstudiesof this nature. The most likely source of error in this present study is in case finding. PSEs were not performed on all first contact psychosis reported in Jamaica for that period, as all patients with an initial diagnosis of manic depressivepsychosiswereexcludedfrom standardised diagnostic interview. Although the data being reported from our recently established case register in Jamaica indicate a relatively small number of patients with affective psychoses, their existence remains a possible source of error in our findings, especially whenit is recognisedthatany patientwithScbneiderian first-rank symptoms diagnosed as having a manic psychosis is regarded as being schizophrenic by the CATEGO program of the PSE. Also, one patient with a diagnosis of puerperal psychosis, who was excluded from the study, qualified for a CATEGO schizophrenia S + diagnosis.
Table1
Age-specific incidence rates of CATEGO S + (nuclear) schizophrenia by gender Another source of error could be in the area of so-called â€˜¿ leakage' (Jablensky et a!, 1992) , where cases could be missed at the community level and were not part of the original case-finding network. This is often reflected in the number of patients with the â€˜¿ broad' S?, P and 0 CATEGO subclass diagnosis as opposed to the â€˜¿ restrictive' NS + diagnosis. In this study â€˜¿ nuclear' schizophreniarepresented85% of the total sample. In the WHO study by Jablensky et a! (1992), this ranged from 22% (Chandigarh urban area) to 82Â°lo (Ibadan, Ghana). It is noteworthy that the Afro-Jamaicans reported in this study originated mainly from that region of Africa which is now called Nigeria and Ghana.
The extremely high risk ratios in Afro-Caribbeans in the UK have been questioned in a recent critical review by Sashidharan (1993) , who posits numerator errors as a contributory cause. For example, the incidence rates for schizophrenia calculated by Harrison et a! (1988) for second-generation Afro Caribbeans were based on only 17 patients. A numerator of this size in an incidence rate calculation could be the source of enormous error. Sashidharan suggested that epidemiological methodology errors can also be caused by denominator problems such as census inaccuracies for Blacks in the UK populations studied, and by numerator problems arising from flaws in case identification and case definition. Elevated risk ratios could also be due to diagnostic errors (Dean et a!, 1981) .
Consistent reportsconclude that Afro-Caribbeans of both the first and second generation in Britain seem to have a particular susceptibility to schizophrenia. This study did not find a similar susceptibility for Afro-Jamaicans in Jamaica. The suggested aetiologies include socialand biological factors affecting these black immigrants, both prenatally and in adult life.
